INTRODUCTION {#sec1-1}
============

Early intervention programs for psychosis are gateways for suicide prevention and offer an excellent opportunity for prevention, early identification, intervention, and provisions for continuity of care. Studies suggest that such programs have been effective in reducing rates of suicide after discharge to communities.\[[@ref1]\] Early intervention programs though clinically and economically effective are available in very few centers.\[[@ref2]\] Early phase of schizophrenia is a high-risk period for suicide. In a sample of over 600 patients in 7.4 years follow-up, 61 (21.6%) made a suicide attempt over the follow-up period, including 12 successful suicides. Well-known risk factors are history of suicidal ideation, history of deliberate self-harm in the past, and substance use.\[[@ref3]\]

Research suggests that the rates of repeated suicide in early psychosis are high irrespective of whether patients are treated with hospitalization or without hospitalization.\[[@ref4]\] In a large-scale study of the causes of death in a sample of first-admitted schizophrenia patients, suicide accounted for 50% of deaths in men and 35% in women and further demonstrated a heightened risk of suicide during the 1^st^ year of follow-up with 56% increase in risk.\[[@ref5]\] Attempted suicide is well-recognized as a risk factor for later suicide attempts, considered by some to be the strongest predictor of further attempts.\[[@ref6]\] As a result, patients admitted with a suicide attempt as a key admitting feature are preferred for postdischarge aftercare programs. We believe that patients admitted both with and without previous suicide attempts are at high risk of posthospitalization suicide and suicide attempts leading to hospitalization. Studies of suicide attempters in the general population indicate that these individuals are at increased risk of further suicide attempts as compared to individuals who have not previously attempted.\[[@ref7]\]

Suicide is a challenging and serious public health issue that, in most cases, is a result of mental illness. Patients with mental disorders are at increased risk of suicide,\[[@ref8]\] and retrospective and autopsy studies indicate that more than 90% of suicides meet the criteria for a psychiatric diagnosis.\[[@ref9][@ref10]\] Risk of suicide is persistent and there is no clear evidence that it reduces during illness.\[[@ref11]\] In schizophrenia, risk of suicide continues to be a matter of clinical concern in early phase, during hospitalization, posthospitalization, after noncompliance to antipsychotics, relapse, and rehospitalization and also during residual phase, further period of onset life prodromal phase, remission, i.e., postdischarge, and transition to the community.\[[@ref12]\] It is, therefore, important that the effort of suicide prevention is well-structured providing maximum possible measures, early intervention programs offer reasonable opportunities for dealing with eminent crisis, early identification, and management of suicide; however, selection of patients for such programs remains unscientific.\[[@ref1]\]

In the specific context of the period immediately following discharge, however, previous attempts may be less relevant for assessing risk. In fact, a small body of research suggests that all patients are at high risk of suicide at the time of discharge and dividing risk into high versus low is of no value.\[[@ref13]\] In a study of 100 patients who made severe suicide attempts, prior attempts were not found to be a useful predictor.\[[@ref14]\]

The decision of selecting patients for aftercare programs, particularly from a perspective of preventing postdischarge suicide, is a critical one because the risk for posthospitalization suicide is high for almost all patients being discharged. There is limited evidence about the criteria to select these patients after discharge for specialized posthospitalization programs.\[[@ref15]\] In clinical practice, it is generally believed that certain patients being discharged have a higher risk, particularly those admitted after making an attempt; therefore, patients with suicide attempt as a key "admitting feature" are preferred for aftercare programs. The question then arises whether those admitted without any suicide attempt have low risk for future suicide. Attempted suicide is well-recognized as a risk factor for later suicide attempts, considered by some to be the strongest predictor of further attempts.\[[@ref16]\] As a result, patients admitted with a suicide attempt as a key admitting feature are preferred for postdischarge aftercare programs. The question then arises whether those admitted without any previous suicide attempt are at low risk of future suicide. We believe that patients admitted both with and without previous suicide attempts are at high risk of posthospitalization suicide and suicide attempts leading to hospitalization.

We propose that a number of patients without any previous attempts harbor serious suicidal ideas and remain at equally high risk of suicide, particularly during the postdischarge period. Therefore, decision for treatment after discharge is a specialized program that needs to be based on measured risk and contributing factors rather than perceived risk which may be based on the assumption that those admitted with an attempt remain at a high risk than those admitted without an attempt. The objective of this study was to examine the suicide risk level among early psychosis patients admitted with and without previous suicide attempts. We hypothesized that all patients admitted with early psychosis would be at high risk of suicide, regardless of whether a previous suicide attempt had been made.

METHODOLOGY {#sec1-2}
===========

The present sample included 60 hospitalized inpatients of early psychoses: 30 admitted with a previous suicide attempt and 30 without an attempt. The sample was recruited from an acute psychiatric ward receiving referral from the emergency room of a general hospital. Only patients who were diagnosed with schizophrenia according to the DSM-IV TR criteria \[[@ref17]\] were included in the study.

The primary outcome measure of interest was suicide risk; however, additional measures of clinical features were included to examine in relation to high suicidality. Suicide risk was measured with the Scale for Impact of Suicidality--Management, Assessment and Planning of Care (SIS-MAP) clinical interview. The SIS-MAP assesses eight domains of suicide risk factors (demographics, psychological, comorbidities, family history, biological, protective factors, clinical ratings/observations, and psychosocial and environmental problems). The psychological domain includes suicidal ideation, management of ideation, current state of suicidality, and planning. After administering SIS-MAP, an overall score can be determined by summing the subtotals for each domain. A total score is calculated by summing all domain subtotals except the protective factors domain, and then subtracting the subtotal for protective factors from this initial sum. The final score indicates the level of suicide risk facing an individual across their key life domains after taking into account the protective factors which buffer their level of risk. SIS-MAP scores provide a dimensional indication of suicide risk, with total scores dividing level of risk into mild (0--17), moderate (17--29), and severe (30+).\[[@ref18]\]

Symptoms of psychopathology were assessed with the Brief Psychiatric Rating Scale-Expanded.\[[@ref19]\] Twenty-four psychiatric symptoms were rated on a scale from 1 (absence of symptoms) to 7 (extremely severe symptoms; potential range 7--168). Depressive symptoms were measured with the Hamilton Depression Rating Scale.\[[@ref20]\] Twenty-one items assessing depression severity were rated on scales of 0 (absence of symptoms) through 2, 3, or 4 (severe symptoms; potential range 0--64).

Patients admitted to an acute psychiatry facility were screened clinically for psychotic disorders. Those meeting the DSM-IV TR criteria for schizophrenia were recruited for the study. A tentative date for discharge was determined in consultation with members of the multidisciplinary team and the assessment was done within the week before discharge. For data analysis, patients were divided into two groups: (1) Those admitted with an attempt of suicide and (2) those admitted without a suicide attempt. Suicidality and clinical features were compared between these two groups.

RESULTS {#sec1-3}
=======

Sample characteristics {#sec2-1}
----------------------

Of the sixty study patients (mean age = 26.5, standard deviation \[SD\] =4.6), 31 were male. The mean illness duration was 32.5 months (SD = 9.4) and average age of onset of 21.5 years (SD = 3.2). A family history of mental illness was present in 31.7% of patients and a family history of suicide attempts was present in 28.3% of patients; the prevalence did not differ significantly between the patient groups with and without suicide attempts.

Suicide risk in patients with and without previous attempts {#sec2-2}
-----------------------------------------------------------

SIS-MAP scores indicating level of suicide risk had a mean of 28.5 (SD = 10.2) indicating a high level of suicidality in the sample. Suicide risk was compared between patients admitted with a suicide attempt (*n* = 30) and patients admitted without a suicide attempt (*n* = 30) using an unpaired *t*-test. Those admitted with a previous attempt (mean = 29.5, SD = 12.0) did not differ significantly in suicide risk from those admitted without a previous attempt (mean = 27.5, SD = 12.5), (*t*(58) =0.63, *P* = 0.53). Of those admitted without a previous suicide attempt, 20.0% had mild risk, 26.7% had moderate risk, and 43.3% had severe risk of suicide. Of those admitted with a suicide attempt, 36.7% had mild, 23.3% had moderate, and 40.0% had severe risk of suicide. The Fisher\'s exact and Chi-square test indicated no significant difference between patients with and without a suicide attempt (χ^2^[@ref2] =2.4, *P* = 0.30).

Clinical features {#sec2-3}
-----------------

The group of patients with and without a suicide attempt was also compared on clinical features and comorbidities using unpaired *t*-tests for continuous variables and Fisher\'s exact tests for categorical variables. The results are presented in [Table 1](#T1){ref-type="table"}. Patients admitted without a suicide attempt scored higher in depressive symptoms (*t*(58) =10.62, *P* \< 0.001) than patients admitted with a suicide attempt. There were no significant differences between patients admitted with and without suicide attempts on any comorbidity, other than a trend toward a higher prevalence of personality disorder in patients with no suicide attempt \[[Table 1](#T1){ref-type="table"}\].

###### 

Comparison of clinical features and comorbidities between patients with and without a previous suicide attempt
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Patients with severe suicide risk {#sec2-4}
---------------------------------

To identify the correlates of high suicide risk in psychiatric inpatients, the sample was divided into two groups: High suicide risk, SIS-MAP scores of 30 and above (*n* = 25) and low suicide risk, SIS-MAP scores \<30 (*n* = 35). These two groups were compared on clinical features and comorbidities \[[Table 2](#T2){ref-type="table"}\]. As compared to patients with mild to moderate suicide risk, patients with severe risk were significantly younger in age, had a shorter duration of illness, and an older age of onset of their mental illness. There were also a higher proportion of males in the high suicide risk group. High suicide risk was also significantly associated with depressive symptoms and psychiatric symptoms. Patients with severe suicide risk were significantly more likely to have problems with alcohol and cannabis use than that of patients with mild to moderate suicide risk. Patients with mild or moderate suicide risk were proportionately higher in comorbid adjustment disorder than patients with severe suicide risk \[[Table 2](#T2){ref-type="table"}\].

###### 

Comparison of clinical features and comorbidities between patients with high and low suicide risk
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Comparison of nonattempters and attempters with severe suicidality {#sec2-5}
------------------------------------------------------------------

Of the 25 patients scoring 30 or above on the SIS-MAP, indicating severe suicide risk, 13 patients had not previously attempted suicide. These patients were compared to 12 patients admitted with a suicide attempt who also scored as severe in risk \[[Table 3](#T3){ref-type="table"}\]. Attempters and nonattempters did not differ on any demographic variables or comorbidities. However, significant differences were found for clinical symptoms. Nonattempters scored higher than attempters on depressive symptoms and psychiatric symptoms.

###### 

Comparison of nonattempters and attempters with severe suicidality
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DISCUSSION {#sec1-4}
==========

The present study examined suicide risk level among early psychosis patients admitted with and without previous suicide attempts with the hypothesis that all patients admitted with early psychosis would be at high risk of suicide, regardless of whether a previous suicide attempt had been made. Consistent with our hypothesis, the results showed no significant difference in SIS-MAP risk scores between patients admitted with a suicide attempt versus those without, suggesting that previous suicide attempts are not a good indicator of level of risk in psychiatric inpatients at the time of discharge. It seems that a number of patients without any previous attempts harbor serious suicidal ideas and remain at equally high risk of suicide, particularly during the postdischarge period.

However, we found significant differences between attempters and nonattempters in clinical symptoms; nonattempters scored higher in psychiatric symptoms. This finding may reflect that while a suicide attempt is a clear indicator of the need for psychiatric admission, for individuals to be admitted to psychiatric crisis services without a suicide attempt, the level of psychopathology must be quite high which is in keeping with previous studies.\[[@ref21][@ref22][@ref23]\]

As previous suicide attempts were not a significant predictor of SIS-MAP scores, we compared patients who scored low versus high in suicidality according to the SIS-MAP to determine those factors that were predictive of risk. We found that male gender, older age of onset, alcoholism, cannabis use, and clinical symptoms were all associated with more severe suicide risk. Thus, our results suggest that these factors should be taken into consideration at the time of discharge for determining those patients most in need of postdischarge aftercare. Studies in India have reflected similar trends.\[[@ref24][@ref25]\] We further examined the sample according to our two dimensions, suicide risk and previous suicide attempts, by comparing attempters and nonattempters who scored in the severe range of suicide risk on the SIS-MAP. We found no differences in demographic variables or comorbidities between attempters and nonattempters, further demonstrating the lack of association between previous suicide attempts and suicide risk factors. The only significant differences found for clinical features were nonattempters scoring as severe on the SIS-MAP had significantly greater clinical symptoms (psychiatric and depressive) than attempters scoring as severe in suicide risk on the SIS-MAP. Early intervention programs offer a number of innovative treatments which integrates hospitalized and community care for preventive community intervention.\[[@ref26]\] Authors suggest that increased suicide risk postdischarge may indicate the adverse effects of deinstitutionalization.\[[@ref4]\] Vulnerability is increased due to the abrupt removal of inpatient care and reexposure to the environmental stressors that led to admission.\[[@ref27]\]

CONCLUSIONS {#sec1-5}
===========

Thus, our findings suggest that it is critical that all patients discharged from an acute psychiatric unit receive comprehensive community care. The identification of risk, and subsequent intervention for suicidal and self-harm behaviors, should be a central part of treatment for all mental disorders. Many patients who are admitted to psychiatric inpatient care without a previous suicide attempt remain at high suicide risk following discharge. Our results indicate that male gender, older age of onset, alcoholism, cannabis use, and psychiatric and depressive symptoms were all associated with more severe suicide risk at the time of discharge.
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